With recent progress in technology and improvement in medical devices, outcomes of endoscopic submucosal dissection (ESD) have improved, however, delayed adverse events (AEs) including bleeding and perforation have remained major concern [@JR1976-1] . In particular, the number of patients taking anticoagulants is increasing and risk of delayed bleeding reportedly is significantly higher in these patients, therefore, prevention of delayed AEs is a major concern to be solved.

In this issue of Endoscopy International Open, Han et al. tried to assess the feasibility of endoscopic suturing using overstitch to prevent AEs in patients undergoing gastric and rectal ESD. They prospectively collected a total of 31 cases (18 gastric, 13 rectal) and accomplished 100 % technical success in closing the mucosal defect with mean size of 38 mm with median suturing time of 13.4 minutes. More than half the patients were treated as day surgery and there were no AEs [@JR1976-2] .

Several techniques have been reported for complete closure of post-ESD large mucosal defects [@JR1976-3] . Overstitch was first reported by Kantsevoy et al in 2014 [@JR1976-3] as a new endoscopic suturing platform attaching to a double-channel therapeutic endoscope. It enables full-thickness suturing using a cinching device. We also reported endoscopic hand suturing (EHS) of gastric mucosal defects [@JR1976-4] and an endoscopic string clip suturing method for closing mucosal defects after duodenal ESD [@JR1976-5] . These techniques reportedly can be used to securely close even a large mucosal defect created by ESD.

The most important advantage of closing mucosal defects is reducing AEs after endoscopic resection. Recently, a randomized controlled trial revealed that closing the mucosal defect significantly reduces delayed bleeding after colonic polypectomy, especially in lesions located in the right-sided colon [@JR1976-6] . Furthermore, we recently reported that approximately 95 % of the risk of delayed AEs was eliminated by suturing the mucosal defect using the string clip suturing method [@JR1976-7] . On the other hand, suturing a large mucosal defect after ESD requires time and cost. Both overstitch and EHS require an additional dedicated device for suturing, and the string clip suturing method requires skill on the part of the endoscopist and a number of endoclips. Furthermore, because the resection margin is sometimes uncertain, there is a risk of embedding tumor component into the submucosal layer in some cases. Considering these issues with suturing mucosal defects, it is important to identify patients who can benefit most from this technique. Patients at high risk of AEs, including those taking anticoagulants or undergoing wide field resection in the right-sided colon or in the duodenum, are thought to be distinct candidates. Another group are those undergoing ESD as same-day surgery, particularly in countries in which hospitalization is expensive. Of course, the situation may change if the technology becomes easier to use and less expensive in the future.

In conclusion, suturing mucosal defect after ESD would reduce AEs and be beneficial, especially in high-risk patients, although further improvement is necessary in order for its use to become widespread.
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